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CONTACT, the periodical paper of the Christian 
Medical Commission, is published every two months 
in English, French and Spanish and has a total 
circulation of more than 10,000 at present. A few 
issues are also available in Portuguese. 

The papers deal with varied aspects of the Christian 
communities’ involvement in health and seek to 
report topical, innovative and courageous approaches 
to the promotion of health care. 


Individual copies of CONTACT are devoted to case 
studies of comprehensive health care projects, 
discussions on the churches’ role in healing, and 


address many of the practical concerns and needs of 
health workers around the world. 


CONTACT is available free of any subscription 
payment, which is made possible by the contributions 
of interested donors. However, regular readers of 
CONTACT who are able to make a small donation in 
support of its printing and mailing are encouraged to 
do so. 


Certain back issues are available on request. A list of 
these as well as a complete index of past issues can be 
found in the latter pages of this edition. 


A MODEL 
FOR COMMUNITY HEALTH CARE 
IN RURAL JAVA 


(Dr Lukas Hendrata, who is Executive Chairman of 
the Division on Health and Responsible Parenthood 
of the Council of Churches in Indonesia, is also 
Chairman of Yayasan Indonesia Sejahtera, (Foun- 
dation for Prosperous Indonesia), a non _ profit- 
making, non denominational organization, established 
in February 1974. The Foundation aims to raise the 
@°" of general welfare in the community through the 

implementation of community development, com- 
munity health, and population programmes. 


Orne project described in this paper began originally 
under the auspices of the Foundation for Christian 
Hospitals in Solo, also in Central Java. An earlier 
effort in community development/community health 
was begun in 1963 in several districts around Solo, 
and this has developed into an extensive network of 
related programmes and a community health training 
centre based in Solo. The development of this effort 
is described by Dr Gunawan Nugroho in his paper, ‘‘A 
Community Development Approach to Raising 
Health Standards in Central Java, Indonesia.”’ This is 
published in the World Health Organization book, 
Heaith by the People, 1975:) 


“When you talk to people about health remember 
hat, first of all, health is a matter of the heart.’”’ 
7 Pak Mulyono, Lurah of Klampok 


It was almost eight o'clock when we arrived at the 

urah’s' house in Klampok to attend a meeting of 
the village health cadres”. It was a regular monthly 
meeting organized and led by Pak Lurah. There were 
twenty health cadres at the meeting and the topic for 
discussion was “‘health motivation”’. 


The lecture dealt with the technique of motivation, 
the interrelationship between health status and the 
general improvement of living standards of the 
community, and the specific problems encountered in 
the field during the past month. It was presented in 
an authentic Javanese way using relevant illustrations 


! Lurah = village headman 

2 Cadre = uniquely Indonesian usage of the word; refers to 
both that category of health worker and the individual 
health worker as well; implies that the individual worker is, 
for his community, the nucleus of its health concerns 


from local situations. The short lecture was followed 
by intensive discussion and programme planning for 
the coming month. The fundamental characteristic 
which made this meeting distinctly different from 
similar meetings was the fact that all the activities 
were initiated and organized by the community itself. 
The health centre doctors were invited to the meeting 
but they acted mostly as resource persons for 
technical matters. 


This meeting was one of the many health activities 
carried out by the Klampok community, and it serves 
to point out what makes this village unique as far as 
health care is concerned. In Klampok, health care is 
basically a community responsibility, which means 
health care by the community rather than for the 
community. 


Let us look back on why and how this community- 
based health care programme got started. 


Background information on the health service 


Klampok is one of the 8 villages in Purworejo- 
Klampok, a subdistrict of Central Java. The majority 
of the 29,000 people in this subdistrict earn their 
living as small farm labourers and traders. Only about 
20% own land for rice farming or small coconut 
plantations (which generally consist of about 
20 trees). The average per capita income is estimated 
to be US$25 per year. 


The village of Klampok itself is located about 210 km 
southwest of Semarang, the provincial capital of 
Central Java, and has a population of 5,614. For 
some years the health services for this area have been 
provided by the Emmanuel Health Centre, a facility 
sponsored by YAKKUM (Christian Foundation for 
Public Health) and located in Klampok. 


Within the national health centre system, the 
Emmanuel Health Centre functions as a subcentre 
under the Government District Health Centre and 
serves the entire subdistrict of Purworejo-Klampok. 
The District Health Centre has been very supportive 
of the programme developed by the Emmanuel 
Health Centre, and mutual discussions have preceded 
implementation. 


Dr Yahya Wardoyo, a recent graduate from Gajah 
Mada University Medical Faculty, was assigned to the 
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Emmanuel Health Centre in June 1970. Since then, 
the staff has grown and presently consists of: 


2 doctors 

2 midwives 

4 assistant nurses 

3 auxiliary workers 

3 others (clerk, helpers) 


The services provided at the health centre are: 


— health education, including family planning moti- 
vation 

— general outpatient clinic 

— MCH clinic 

— inpatient department (7 beds) for maternity and 
emergency services 

— mobile clinic service to the surrounding villages 


The average monthly statistics show: 


2,800 visits in the outpatient department (general 
& MCH) 
12 deliveries 
2 inpatient 


After an initial grant of about US$25,000 for 
investment in buildings, medical instruments and a 
jeep, the clinic has been self-supporting. 


Salaries, operational and maintenance costs plus part 
of the field activities are covered by fees from 
deliveries and the outpatient clinic. 


All this should be testimony to a viable programme 
and excellent community response. But after two 
busy years of rendering health services to the 
community, certain basic questions bothered Dr 
Yahya and his staff: 


— Is this the type of service (centre-based) which the 
community needs? 

— How far is the service actually able to reach the 
people in the community? 


To find the answers to these fundamental questions, a 
simple survey was conducted. Certain findings 
emerged clearly : 


1. The people who actually made use of the services 
were: 


— those who lived in the immediate surroundings 
of the clinic or in viilages with good 
communication to the clinic; 

— those who comprised the upper economic and 
educational strata. 


2. There were other aspects of life which the 
community considered more important than 
health. Economic development and agricultural 
improvement were two of those sectors. Only after 
the improvement of these priority sectors would 
health be a relevant issue for the community. 


3. There was little participation from the community 
in solving its own health problems. Health service 
was basically a service ‘‘distributed’’ by a group of 
health professionals to a community whose role 
was that of passive recipient. 


Clearly, Dr Yahya and his staff needed to rethink the 
role of the health centre in the light of these findings. 
In spite of the busy schedule and high utilization of 
the health centre, the relevance of its service was 
seriously questioned. 


In looking to the future of this programme, the 
central question seemed to be: What is the most 
relevant and effective health care system for this 
community, taking into account its needs, its 
socio-cultural, economic and geographical conditions, 
as well as the limited budget and manpower available 
to the health centre? 


Toward a new programme strategy: & 


Based on data gathered during the first two years of 
service, and through consultation with Dr Gunawan 
Nugroho, former Executive Director of YAKKUM*, 
new programme strategy was worked out. 


This strategy articulated several basic principles : 


— Find the needs, problems and potentials within the 
community in the field of health as well as other 
aspects of life. 

— Work out a simple but comprehensive programme 
to meet those needs through the utilization of the 
existing potentials within the community. 

— Give priority to community participation in the 
planning and implementation of the programme. 

— Use the existing health centre staff more 
effectively through delegation of authority and 
redefinition of the function of each staff member. 


After intensive discussions with Dr Elias Winoto, the 
District Health Centre doctor, a pilot project based 
on these principles was started in August 1972 in "@ 
village of Sirkandi, a relatively poor and isolate 
village in the subdistrict with a population of 3,000. 
A base-line survey of the general socio-economic, 
agricultural and health conditions of the village was 
conducted. Founded upon this survey and following 
discussions with the local community, a programme 
emerged with the following priorities : 

1. Agriculture: — irrigation improvement 

— demonstration plots for better 
agricultural techniques 

— credit facility for the purchase 
of fertilizer 


2. Communication: — road improvement through a 
food-work programme 


* now with the World Health Organization in Geneva 


— nutrition education 

— the introduction of fish ponds, 
rabbit breeding and better utili- 
zation of home _ gardens for 


3. Nutrition: 


vegetables 

4. Education: — family life courses (sewing, 
cooking, small home industry) 

5. Health: — opening 3 health posts staffed 


by paramedicals — 


The programme was implemented by the Emmanuel 
Health Centre staff in close cooperation with various 
village-level government agencies. An _ evaluation, 
conducted after the first year and a half, indicated a 
30% increase in rice production and better nutritional 
intake. More than 75% of the total money invested in 
the programme (about US$2,000) was paid back by 
the community and put into a revolving fund for 
further development activities. 


@ 5... such indicators as the increase of rice 
production, the improvement of communication and 
ducation facilities, the rate of return of the 

ronan eg etc., it could have been concluded that 
the project was successful. Dr Yahya, however, felt 
that the very important element of genuine 
community participation was still lacking in the 
programme. In summing up his feelings on this, Dr 
Yahya stated: 


“The community only participates when we ask it to. 
This type of participation has no firm roots in the 
community and will last only as long as we are there 
to maintain it.” 


When asked what was wrong with this approach, Dr 
Yahya said that the total input from outside in the 
eo" of capita! as well as expertise was too big. 
oreover, the pace by which the input was 
channelled was too rapid. “It must be a kind of shock 
or the community. Although we did discuss the 
@ocrararne with the community leaders, basically it 
was Our programme. The initiative was almost totally 
ours’’, he added. 


Here lies the very important distinction in under- 
standing the concept of “community participation”. 
Dr Yahya and his staff felt that, in order to build a 
truly community-based health care programme, it was 
not enough just to have the community participate in 
the health efforts of the health centre. Instead, the 
community itself should be able to take over the 
initiative and basic responsibility in recognizing and 
handling its own health problems. The _ health 
institution should function as a stimulating and 
enabling body and as a technical resource for the 
community. In short, what was needed was a shift 
from “health care for the people’ to ‘“‘health care by 
the people”. It is on this concept that the Klampok 
programme is now based. 


The Klampok model 
responsibility 


from participation to 


This basic philosophy of a community-based health 
care effort was translated into the following 
programme strategy: 


1. Know the community and let the community 
know you. One fact often overlooked is that the 
health centre staff are cultural strangers to the 
community. For them to function properly, the 
cultural gap must be overcome first. To this end, 
one staff member from the health centre should 
informally be assigned to the village to familiarize 
himself with the community and to give the 
community the opportunity of knowing him and 
his mission. This is the most important step before 
any programme is introduced. It should even 
precede the _ data-collecting activities which 
represent a completely different aspect of ‘’know- 
ing’. 

2. Work out programmes in which the concept of 
“community participation and responsibility’’ can 
take a real, concrete and personal form. 


3. Utilizing this mechanism of community participa- 
tion, discover and understand the priority needs, 
constraints and potentials within the community. 


4.Work in small units. Expand the programme 
through multiplication of these small, independent 
units rather than by creating a large superstructure. 
Enough flexibility should be given to these units to 
enable them to adapt and modify themselves to 
particular local situations. 


The health workers discussed this programme strategy 
extensively with the local community. As needs were 
articulated, and as specific activities were designed 
to meet them, the implementation of this strategy 
seemed to indicate two very key elements : 


— the village health cadre; 
— the village health insurance scheme. 


The village health cadre 


The village health cadres are the comprehensive 
grass-roots health agents within the community. They 
are voluntary workers from the community, selected 
by their community, and trained by the health centre 
staff. 


The single and yet very comprehensive criterion used 
in the selection is whether or not a person is “‘right’’ 
to be entrusted with this community role. There are 
no specific restrictions based on level of education, 
sex, age or occupation. Most of the cadres are 
teachers, but there are also small shopkeepers, 
farmers, local government employees and traditional 
midwives. 


The training given by the health centre staff is very 
practical, problem-solving and action-oriented in 
nature. The emphasis is put on understanding basic 
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health measures, nutrition education, under-five care, 
family planning and environmental sanitation. The 
boundaries of problem solving and action are limited 
to the actual village situation, avoiding unnecessary 
general and ‘‘academic’’ discussion. During their 
training, the cadres are given various practical 
assignments to equip them with the necessary skills 
for identifying and solving health problems. This 
includes organizing people in the neighbourhood to 
clean their homes and yards and to install additional 
windows in their homes; to keep the weight charts of 
the under-fives; to find and report patients who have 
a cough for more than’2 weeks and so on. They are 
also trained in the basic knowledge of diseases 
prevalent in the area. Priority is given to making them 
able to identify serious cases, such as malnutrition, 
dehydration, bronchopneumonia and _ obstructed 
labour, and to refer these cases to the health centre. In 
addition to these cognitive skills, they are also trained 
in the treatment of minor ailments, emergency first 
aid, and minor diagnostic procedures such as rectal 
swab, sputum collection and blood smear prepa- 
ration. 


The training course is designed along the lines of an 
inservice training programme. A 2-hour lecture and 
discussion is given once a week for a total of 16 
weeks. At the end of this period, an additional 8-hour 
course (in 4 weekly sessions) is given to those who 
express an interest in becoming an instructor for the 
next course. In each consecutive session or course, 
the role of the health centre staff decreases. The 
health centre staff continues to provide general 
supervision and technical advice, but the main 
responsibility of conducting the training lies in the 
hands of the cadres themselves. 


The formal instruction, however, plays a lesser role 
compared to that training which takes place in the 
day-to-day practical application of their newly 
acquired knowledge. Dr Yahya maintains his personal 
contact with the cadres during this difficult 
transitional time so that he can answer any question 
they might have and give encouragement. He starts 
his daily schedule with “‘cadre consultation hour’’ 
from 07.00 — 08.00 in the morning. Any cadre may 
consult with him during this time on any matter of 
concern to the cadre. This continued personal 
contact and follow-up is crucial to the effectiveness 
of the system. Throughout this process, the skill of 
the cadres is strengthened, and they gain more 
confidence in their work. But, more importantly, this 
person-to-person communication gives the pro- 
gramme a deeper human dimension, a factor so often 
lost in the complexity of bureaucratic programmes 
and procedures. 


There are now 84 cadres in the project, representing 
the first, second and third generations of cadres 
trained during the last 2 years. Once they finish their 
training, the various generations of cadres catalyze 
the community into community participation. 


Part of the cadre’s responsibility is to treat minor 
ailments and to give first aid in emergency cases. Each 
cadre has a small stock of medicine (12 different 
types) in his home. The people of the community are 
first encouraged to visit the cadre when they get sick, 
but they are free to choose either the service of the 
cadre or that of the health centre. In Klampok, both 
alternatives are covered by the village health 
insurance scheme. So the actual cost of health care is 
the same whether the patient chooses the cadre or the 
health centre, except for the extra cost and trouble of 
transportation to and from the health centre. 


When a disease is one that could well be treated by 
the cadre, the health centre doctor encourages the 
patient to use the cadre’s service. The doctor gives 
exactly the same standard treatment as would be 
given by the cadre if he were the one to treat the 
case. This cautious policy was built in to ensure the 
community’s natural growth of confidence in the 
cadres. It also gives the cadres time to build up @ 
skill and self-confidence in practising what they hav 

learned during their training without any pressure. 


Within some months, the average cadre is accept 
and trusted by the community. Very soon the 
community realizes that, for minor ailments, it is 
more convenient to use the services of the cadre 
instead of the health centre which, after all, gives 
exactly the same standard treatment. The average 
patient load of a cadre is 5 to 15 patients monthly; 1 
to 2 of them need to be referred to the health centre. 
Moreover, the cadre maintains a simple patient- 
recording system by which the doctor gives his 
guidance and supervision. 


Compared with traditional clinic outreach pro- 
grammes, the cadre system has several very 
fundamental advantages which make its workers the 
more effective health agents in the community. @ 


1. The cadres are “‘insiders’’. They are from within 
the community and selected by their neighbour: 
For this reason, they know the community bett 
and the community understands and accepts them 
more readily. Their contact with the community is 
also more permanent in nature, compared with the 


sporadic “health campaigns’ from the health 
centre. 
2. Their training is specifically geared to local 


situations and emphasizes problem-solving skills. 
While standard health education activity often 
stops at the point where health lessons are 
memorized, the cadres put their knowledge and 
skill to work through supervised problem-solving 
activities. Again, the fact that they are ‘‘insiders”’ 
makes it possible for them to be deeply involved in 
community activities. 


3. The cadres are voluntary workers. This puts them 
in a position of respect in the community, a 
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position with much higher ‘‘moral authority” than 
that of a paid health worker. 


4. They work in small units. In Klampok, there is one 
cadre for every 15 households. This small unit is 
important to make them manageable, since the 
cadres are volunteers and part-time workers. (Most 
continue their regular occupations as well.) In 
addition, the small unit provides the flexibility 
needed for adaptation to each local situation. 


The Village Health Insurance Scheme 


One of the most important obstacles in providing 
health care in Indonesia relates to economic factors. 
The sections of the community with the greatest 
needs in health care are those with the lowest 
economic capacity. 


In purely economic terms, the health cadre system 
has been successful in reducing the cost of health 
care. Based on the same principle of community 
responsibility, the village health insurance scheme 
tries to mobilize the existing economic potentials of 
the community in order to meet the cost of its 
members’ health care. The first and most important 
step in implementing this scheme is social prepara- 
tion. This is managed through a continuing series of 
discussions on the basic principles as well as the 
health and administrative aspects of the scheme 
which are attended by the community members, the 
local community leaders and the health personnel. 


The scheme was implemented through the existing 
village administrative structure, the RT or neigh- 
bourhood system*. To be a member of the insurance 
scheme, each household has to pay a monthly 
contribution of Rp 50 (US$0.12). This represents 
about 1% of their monthly income. As members of 
the scheme, they are entitled to health services which 
include curative services given by the cadres or the 
health centre, as well as the total family care, such as 
regular baby weighing, nutrition and health education 
services. 


The contribution is collected and administered by the 
RT chief. The fund is used to cover the regular health 
expenses of the community such as the health centre 
fee and the cost of medicine used by the cadres. 
Should there be any shortage of funds to pay the 
health centre fee for a particular month, the RT can 
get one or two months’ credit from the health centre. 
Most of the time, however, the fund is sufficient to 
pay the expenses. Sometimes, there is even a positive 
balance in the RT’s fund. In that case, the 
community decides how the balance should be used 
in such heaith-related activities as building com- 
munity latrines or improving the sewage system. 


* 


RT = block. The city is divided into districts and the 
districts into hamlets. Each hamlet is subdivided into 
blocks, which have approximately 50-100 families. 
(Health By the People — WHO, 1975) 


Some RTs use it as initial capital to start a village 
credit cooperative. Funds generated from this activity 
will in turn be used as ‘‘back-up’’ funds, should there 
be a need in the field of health which cannot be 
covered by the monthly contribution. 


The value of the village health insurance scheme lies 
beyond its direct economic value, for, while it is true 
that it opens up economic possibilities for all 
members of the community to pay their health 
expenses, an even greater value of the scheme lies in 
the fact that it creates and maintains a community 
forum in which health can be discussed as a relevant 
community issue. Since health is so closely related to 
other aspects of life, it is inevitable that the forum 
will also be dealing with general development issues. 
From this forum, a broad range of community 
activities can be planned and implemented by the 
community itself. These activities, which aim at 
improving the quality of life in general, will have a 
greater and more lasting impact on the level of health@® 
than any direct health measures. 


In Klampok, the village health insurance scheme andy 
the village health cadre system are mutually 
supportive. The insurance scheme provides the cadres 
with a working structure. The regular community 
meeting, Organized to discuss the insurance scheme, 
provides an excellent opportunity for practical health 
education by the cadres. 


Medicine used by the cadres is paid for from the. 
insurance fund. At the same time, the cadres are the 
promoters and organizers of the scheme. By treating 
patients with minor ailments, they screen the patient 
flow to the health centre and reduce the tota! cost of 
treatment to a level within the community’s reach. 


Discussion & 


One of the most crucial factors in any community 
health programme is the nature of the relationship of 
the health institution vis-a-vis the community. Very 
often, what we call a “community health” pro-. 
gramme is actually little more than an institution- 
based effort which has very little to do with the 
community. Its activities are completely designed by 
the health professionals from within the institution 
and the community simply has to fit into it. As far as 
any relationship with the community is concerned, it 
is just another type of hospital programme — a 
smaller and more simplified edition of it with some 
preventive elements added on. 


The Klampok model has as its primary emphasis the 
establishment of new perspectives in the relationship 
between the health institution and the community. 
Rather than as a “‘distributor’’ of health services to 
the community, the project staff sees its main role as 
a stimulating and enabling one, so that the 
community will be able to accept the responsibility 
of recognizing and handling its own health problems, 


@ Financially as well, 


and feels that this should be the goal of any 
community health programme. In Klampok, the 
village health cadre system and the village health 
insurance scheme are two mechanisms which have 
proved successful in meeting this goal. 


The model is remarkable in its local relevance and 
simplicity, and this is due to the fact that it has 
- grown out of the day-to-day grappling with the actual 
problems in the community, together with the people 
of the community. As Schumacher aptly put it: ‘““Any 
third rate engineer — or doctor for that matter — can 
increase complexity; but it takes a certain flair of real 
insight to make the thing simple again.’’(See 
bibliography.) And this insight only comes to people 
who dare allow themselves to be submerged in the 
real world of the community, and to accept its 
limitations. Technically, there should be no difficulty 
for an average doctor and other health personnel in 
implementing a similar model for their community. 
simplicity marks the entire 
programme. The starting capital is relatively very 
small, and it has been shown once again that 


@ sophisticated and therefore expensive classrooms are 


superfluous. The classroom is the home, the 
community, the functioning health centre with a 
simple room. There is almost no extra cost involved 
other than the regular running cost of a health centre 
which is either covered by the patient fee or 
government subsidy. 


But is this programme replicable? 


Our experience in Indonesia indicates that the 
Klampok model is indeed replicable. The health cadre 
system has now spontaneously spread to several 
surrounding villages. The health insurance scheme has 
also proved to be viable in other localities. 


‘True, there is the question of leadership, and 
leadership with the quality of compassion. In most 
countries today, the method of selecting and training 
health personnel pays little attention to finding and 
stimulating compassionate leadership. The strong 
tendency towards “‘professionalism” and “‘elitism”’ 
contributes to separating the health personnel from 
the community. Furthermore, the concept of true 
community participation, of the community partici- 
pating in articuiating its needs, planning, making 
decisions and directing its own health concerns, is still 
foreign to most health care planners. It is 
understandable, therefore, that this type of leadership 
is not easy to find. 


Clearly, also, a reorientation and remotivation of 
both health personnel and community leaders is 
needed. A start on this can be made by exposing 
them to the village and its problems before the 
initiation of a ‘‘community health programme’”’. The 
involvement of the community leaders, right from the 
start, is crucial to ensure their understanding, support 
and participation. More than just a _ procedural 
exercise, the remotivation and reorientation process is 


basically one of conscientization. Indeed, we need to 
reflect more on what Pak Mulyono was saying in his 
lecture to the health cadres. Health is basically ‘‘a 
matter of the heart’. Only where medicine is the 
servant of the community rather than its master, is 
there some hope for community health. 
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CMC NOTES 


Having trouble finding a good, portable BABY 
SCALE? Then you may not yet have heard about the 
Salter Portable Baby Weigher. The weighing unit is 
very strong and rugged and ideal for use where regular 
transportation is involved. A hook is fitted top and 
bottom, making suspension easy. The scale face has 
the special markings to correspond with the 
‘Road-to-Health’ weight charts which many of you 
are already using; this facilitates filling in the weight 
charts for those with limited schooling. 


The standard pack consists of one scale, five pairs of 
Terylene, PVC-coated weighing trousers and a 
shoulder bag for the pack. Having five pairs of 
trousers enables waiting mothers to put their own 
child into a pair and on to the scale. The scales are 
ideal for rural or mobile MCH clinics as well as 
hospital paediatric clinics. 


The whole pack is strong, easy to clean, and ideal for 
use under adverse climatic conditions. It weighs less 
than 2 kg and is good value for money. A specially 
designed collapsible tripod is also available. The 
July 1975 cost of one complete pack is £15.00, not 
including the tripod. 


For further details, please write to: 


CMS Weighing Equipment Ltd., 
18, Camden High Street, 
London, NWI OJH, 

England. 


The McGraw-Hill International Book Company has a 
series of paperback manuals which are aimed at the 
frontline worker in rural health centres. This 
“International Health Services Series’’ consists at 
present of four books. 


The major book of the series is entitled MEDICAL 
ASSISTANT’S MANUAL — A GUIDE TO 
DIAGNOSIS AND TREATMENT. This is a large 
book of 512 pages and is packed with information. 
As with the rest of these manuals, the approach is 
problem-oriented and arranged for ready reference. 
The symtom index is good, and can assist as a 
diagnostic guide. Because of its format, it is designed 
for use as a text for training auxiliary medical 
workers or as an on-the-job ready-reference. The 
orientation of this book seems to be largely African, 
although it would probably be generally useful for 
other tropical countries. Certain sections are weaker 
than others, and anyone responsible for the training 
or supervision of frontline health workers should be 
prepared to compensate for these. The orientation of 
the manual is clearly aimed at the middle tier of 
health worker, (nurse-practitioner, dispenser, etc.) 
rather than the truly frontline health worker whose 
curative interventions are more simple or oriented 
towards home care. However, it is a_ significant 
addition to the collection of works available for this 
type of health worker. 


The second item in the series is the COMMUNITY 
NURSING MANUAL — A GUIDE FOR AUXIL- 
IARY PUBLIC HEALTH NURSES. This is a sensitive 
and well-written book oriented towards community 
concerns. It has excellent sections on _ health 
education, family planning, the organization of 
administrative services, clinic routine and visiting in 
the homes. Some of the material presented on 
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nutrition is somewhat dated and does not benef 
from the more recent shift in emphasis on the 
problems of malnutrition. However, it makes an 


excellent companion book to the MEDICAL 
ASSISTANT’S MANUAL, particularly for super- 
visory and public health-oriented workers. 


The third book is the MIDWIFERY MANUAL — A 
GUIDE FOR AUXILIARY MIDWIVES. This book of 
240 pages is a rather standard midwifery book, and 
does not appear to offer a new framework of logic 
within which the auxiliary midwife can understand 
her role in relationship to the referral facilities which 
should be available to her. 


We have reviewed with some care the final book i 

the series, the LABORATORY ASSISTANT’ 

MANUAL, and it seems to have little to recommend 
itself. If you would be interested in this kind of book 
we would suggest instead Maurice King’s A 
MEDICAL LABORATORY FOR DEVELOPING 
COUNTRIES (Oxford University Press). 


Orders and enquiries for the McGraw-Hill books 
should be addressed to one of the following: 


a) McGraw-Hill International Book Company, 
1221 Avenue of the Americas, 
New York, NY 10020, USA. 


b) McGraw-Hill International Book Company, 
348, Jalan Boon Lay, 
Jurong, Singapore 22. 


The prices of these manuals are: 


MEDICAL ASSISTANT’S MANUAL = US$5.95 
COMMUNITY NURSING MANUAL = US$2.95 
MIDWIFERY MANUAL = US$2.95 
LABORATORY ASSISTANT’S MANUAL = US$3.50 


An excellent journal that we would like to 
recommend for those working in the tropics is 
CHILDREN IN THE TROPICS. (The French version 
is L'ENFANT EN MILIEU TROPICAL.) This review, 
published six times a year, is intended to provide 
information for people working in all aspects of child 
welfare in tropical countries, particularly those 
involved in medical, paramedical, social welfare ‘and 
teaching work. This small journal is edited by the 
International Children’s Centre, Paris, France, with 
the participation of the Institut de Pédiatrie Sociale, 
University of Dakar, Senegal, and the National 
Institute of Public Health, Abidjan, Ivory Coast. The 
annual subscription FF 20.00 (US$4.00). Please 
address your communications to: 


Children in the Tropics, 
International Children’s Centre, 
Chateau de Longchamp, 

Bois de Boulogne, 

75016 Paris, 

France. 


CMC NEWS 
Q@ Conference of Donor/Development Agencies 


The CMC was invited to participate in a conference of 
donor/development agencies which was hosted by the 
German Institute for Medical Mission in Tubingen, 
(FRG), 27-29 October 1975. The purpose of the 
conference was to explore together the criteria for 
funding health care projects, to compare the 
methodologies adopted by the different agencies, and 
to discover the role which they might play in 
supporting the promotion of primary health care. In 
addition to the CMC and the German Institute for 
Medical Mission, representatives of the following 
agencies participated: Evangelische Arbeitsgemein- 
schaft fur Weltmission, Hamburg, FRG; Evangelische 
Zentralstelle fur Entwicklungshilfe, Bonn, FRG; 
ya fur die Welt, Stuttgart, FRG; 

Christian Aid, London, England; 
OXFAM, Oxford, England; 
Tear Fund (The Evangelical Alliance Relief Fund) 
@englana: 
Lutherhjalpen, Sweden; 
Danchurchaid, Denmark; 
Dienste in Ubersee, Stuttgart, FRG; 
MISEREOR, Aachen, FRG; 
ICCO, Utrecht, Netherlands; 
Kirchlicher Entwicklungdienst, Hannover, FRG. 
Dr T. Tejada-de Rivero, Assistant Director-General of 
the World Health Organization, traced the develop- 
ment of that organization’s interest in primary health 
care and the commitment of the World Health 
Assembly to give priority to its adoption in all 
developing countries. It offers the only solution to 
redressing the imbalance between the 20% of lesser 
developed countries’ populations which presently 
have access to health care and the 80% which are 
deprived. Dr Rajanikant Arole of Jamkhed, India, 
described the Comprehensive Rural Health Project, 
(see CONTACTs 10 & 25), which features so many of 
the elements of primary health care as advocated by 


WHO. This project was funded by some of the 
agencies participating in the conference. Dr Samuel 
Parmar, Professor of Economics at the University of 
Allahabad, India, spoke on primary health care in the 
context of development. He stressed the importance 
of community participation in the design and 
implementation of its health care services. ‘‘Unless we 
help the poor to help themselves, we only make them 
more helpless’’, he said. 

The role of national coordinating agencies was 
discussed, and it was agreed that they offer the best 
mechanism for project review, since they could 
evaluate the project’s objectives in the light of 
national health needs rather than from the viewpoint 
of one institution. The CMC was requested to keep 
the agencies regularly informed about likely develop- 
ments in the promotion of primary health care, and it 
was decided that this be done through the publication 
of a newsletter to be mailed quarterly. 


Renewal of CMC Mandate 


One of the first acts of the new Central Committee, 
appointed by the General Assembly of the World 
Council of Churches in Nairobi at the end of 1975, 
was to renew the mandate of the Christian Medical 
Commission for a further period of 6 years. While the 
CMC has been a sponsored agency in the past, it is 
now to become a sub-unit of the World Council of 
Churches. 


New Staff 


The following new appointments have recently been 
made: Ms Jeanne Nemec and Ms Afra Pereira as 
secretaries, and Ms Ursula Liebrich, MD as a 
consultant. Dr Liebrich is Swiss, worked in general 
medicine and epidemiology in Chile for three years 
and recently graduated as a Master in Social Medicine 
at the University of London. 


New Honours for CMC Staff 


Ms Nita Barrow, an Associate Director of the CMC, 
was recently elected President of the International 
YWCA. In November last, the LLD degree was 
conferred upon her (honoris causa) by the University 
of the West Indies. We are all very proud of her. 


* * * 


The Tropical Child Health Unit of the Institute of 
Child Health will be running two courses in 1976. 
The one between 12-16 July inclusive, entitled 
“Paediatric Priorities’, is an orientation course for 
doctors going to and coming from overseas countries. 
The second is a course for nurses in September, 
starting on 31 August and lasting for three weeks 
until 17 September. In each course, however, the 
organizers like to have a mixture of both doctors and 
nurses and, in fact, anyone else interested in the 
health field. 


The Institute of Child Health 
University of London 

30 Guilford Street 

London WC1N 1EH 

England 


Please write to: 
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